IN the experience of Gray Ward the weak point in the Mayo operation for prolapse is that an otherwise perfect result may be impaired by the subsequent development of enterocele or high rectocele, due to the extensive stretching of the posterior segment of the fascial supports, so frequently found in procidentia.
IN the experience of Gray Ward the weak point in the Mayo operation for prolapse is that an otherwise perfect result may be impaired by the subsequent development of enterocele or high rectocele, due to the extensive stretching of the posterior segment of the fascial supports, so frequently found in procidentia. In the modification here described considerable attention is paid to the dissection of the posterior segment and the definition of the lavers of fascia. This is accomplished by the inclusion of the-necessary colpoperineorrhaphy in one step with the hysterectomy and interposition, and the complete reversal of the order of procedure in the classical operation. The dissection is begun from behind, at the posterior commissure of the vagina, and not from the front, below the urethra, as in the technique employed by Gray Ward. However, the Gray-Ward technique of excision of the pouch of Douglas, and approximation of the utero-sacral ligaments is followed, with an addition designed to direct the force of impact of the intra-abdominal pressure obliquely on to the levator ani muscles. This is accomplished by the suture of the already Section of Obstetrics and Gyncecology approximated utero-sacral ligaments to the fascia covering the levator ani muscles on their deep aspect.
TECHNIQUE OF THE OPERATION
The operation is conducted under basal anesthesia with avertin solution supplemented by ether-chloroform mixture. The cervix is retracted upwards, as far as is possible, by an assistant.
An incision is planned as in routine perineorrhaphy. The dissection is carried laterally until all cellulitic adhesions have been freed, and loose cellular tissue is reached; it is carried upwards until the pouch of Douglas is freed from its attachment to the vagina. The pouch of Douglas is opened and the utero-sacral ligaments are seized in strong angled clamps and divided adjacent to the uterus. The uterus now descends appreciably, and is rendered more mobile, a point which aids the subsequent dissection. A small pack, with tape attached, is inserted into the opened pouch of Douglas, and this stage of the operation is concluded. on The steps of the classical Mayo operation are now followed until the broad ligaments have been ligated with mattress sutures.
The pouch of Douglas is now excised, redundant tissue removed, and a pursestring suture of catgut used to transfix the peritoneal edges. After suturing Mackenrodt's ligaments together in the mid-line, the posterior extensions of this fascia which joins with the utero-sacral ligaments, are similarly approximated by separate suture.~~~~~~W Attention is now paid to the perineal part of the wound. Three deep sutures are passed through the levatores ani muscles, about i mn to X in. apart (using the Reverdin needle) and taking care to obtain a good bite of the muscle. The utjero sacral ligaments are now securely approximated, from before backwards, by continuous suture,
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Section of Obstetrics and Gynwecology and in such a way that their inferior surface is incorporated in the already approximated levatores ani muscles, on their superior surface. If high rectocele is present, the torn ends of the fascia propria are sought and incorporated in the suture line, with the utero-sacral fascia. At the conclusion of the operation, the urethral orifice is seen to be in its normal situation, and the depth of posterior vaginal wall is from 2 to 3 in. in length. The wound is closed without drainage, a self-retaining catheter is inserted, and as soon as the patient is in bed, the residual avertin solution is removed and a saline solution subst.ituted. 
